Increasingly, the development of public health infrastructures requires psychology to reevaluate its contribution to public health at local, national and global levels. Already familiar to some psychologists, particularly those in community psychology and health promotion, the expansion of public health has implications for psychology in terms of knowledge/practice and working differently in multidisciplinary settings. In this article, I provide a critical overview of the implications of the historical and international development of health psychology and the changing nature of public health to strengthen the establishment of public health psychology. A conceptual and practical framework is proposed in which public health psychology theory, methods and practice are considered as well as its relevance to the health social sciences more generally.
Introduction
F O R M A N Y years concern for public health has transcended the boundaries of the medical sciences and epidemiology. For the last 50 years or so psychologists have been increasingly active in this field. Recently, psychologists have not only begun to see the need to take action to mould health promoting behaviours in individuals, but have also pointed out the need to join in an effort to develop appropriate social, political, economic and institutional conditions which would help to improve the state of public health. Psychologists have postulated the need to distinguish a new subdiscipline of psychology called public health psychology which, together with other disciplines, would further the realization of this goal.
In the following article the historical and international context of health psychology and the changing nature of public health are put forward as having important implications for the establishment of a 'public health psychology'. These implications are addressed in later sections of the article through the description of conceptual and practical framework of public health psychology in which theory, methods and practice are considered. Many aspects of the conceptual and practical framework of public health psychology have relevance to the health social sciences more generally and forming a basis for interdisciplinary work. The framework of public health psychology, together with the obstacles that need to be overcome, are critically examined within an overall approach that contends it is necessary to increase and improve the contribution of health psychology to public health.
Public health psychology: the historical and international context
On the use of the term 'Health Psychology', Stone writes, that, 'As early as 1974, the term "health psychology" was used in an internal memorandum proposing a new curriculum in psychology at the University of California, San Francisco' (1991, p. 3) . The use of the term in an organizational context occurred at a business meeting of the American Psychological Association Section on Health Research in 1977 and in the following year the Division of Health Psychology came into being (Stone, 1991) .
Since the emergence of the subdiscipline of health psychology during the late 1970s and early 1980s, it is most commonly known by Matarazzo's all-encompassing definition in 1980 as an: 'aggregate of the specific educational, scientific, and professional contribution of the discipline of psychology to the promotion and maintenance of health, the promotion and treatment of illness and related dysfunction ' (p. 815) . Public health psychology is most closely linked with the theoretical foundations of health psychology together with the disciplines of behavioural medicine, public health and health promotion. The emergence of subdisciplines of psychology is unsurprising given the increased use of psychology in medical and health sciences over the last 50 years.
Indeed, the growth of psychology applied to medicine is dramatic from the mid-1960s onwards. Gentry and Matarazzo (1981) refer to the increased popularity of psychology in medicine as the re-emergence rather than the emergence of the psychological approach to medical diagnosis and treatment. They remind us that recordings of mind-body influences on health and illness are in the ancient and modern writings of physicians, philosophers and later, psychologists dating from Hippocrates. A significant relationship between medicine and psychology remains.
During the 1980s there were simultaneous developments in health promotion that employed a plethora of psychological theories and models (e.g. health belief model, Rosenstock, 1966 ; theory of reasoned action, Ajzen & Fishbein, 1980) to underpin health interventions and serve as templates for preventing disease and promoting health. Adopted at behavioural, community and population levels these models remained largely uncriticized for the next decade.
The expansion of knowledge in the health, medical and social sciences has resulted in additional subdisciplines that also represent important theories and approaches for public health psychology, such as the sociology of health and illness. Other emerging programmes of relevance to the diversification of health psychology include Michael Murray's work in Canada on community health psychology and participatory health action psychology (Murray, 2001) , and in the United Kingdom the increasing differentiation between clinical health psychology, community health psychology and public health psychology discussed in the work of David Marks (Marks, 2001) .
The early 1990s were particularly significant in the emerging relationship between health psychology and public health. First, the internationalization of health psychology was occurring. Jansen and Weinman's (1991) book entitled The international development of health psychology presented one of the major attempts to link European, Australian and American professional and educational practice. Second, the field of international health psychology was beginning to address health problems across different continents building close ties with public health and international health studies, (see Aboud, 1998 writing on international health psychology). Third, psychologists, such as Ewart (1991) , explored the integration of the two disciplines in the establishment of a public health psychology. Indeed, von Lengerke (2001) in his recent book on health behaviour and health promotion in a public health psychology asserts that questions about the importance of psychology to public health originate as early as 1920 with the publication of Winslow's article in Modern Medicine.
Consequently, we need to question Wardle's claim two years ago that public health psychology is a 'new area of work'. Given a number of publications during the early 1990s on the establishment of a public health psychology what is clearly demonstrated is that the current interest in the 21st century is, in fact, a revitalized attempt. Therefore, we need to ask what is the reason for the current resurgence of interest in the relationship between psychology and public health? In order to explore this question we need to turn to public health and remind ourselves what is also occurring there.
The changing nature of public health
Over the last 150 years public health has undergone changes that are significant to the emergence of public health psychology. In this section a brief overview of the nature of these changes is presented beginning with the significance of poverty for public health. The contemporary emphasis on poverty has its origins in the establishment of the 19th-century British public health movement and Chadwick's (1842) 'Report on the sanitary condition of the labouring population of Great Britain'. Public health has an enduring tradition originally formed by Chadwick and the 1848 Public Health Act for Promoting the Public Health to improve the condition of the urban environment and the health of the population. Public health is essentially a Victorian idea linked with the notion of 'the public interest' and originally defined in the Middle Ages as a domain of law in which a ruler had the right to intervene on behalf of the good of the realm and its subjects (Porter, 1998) . The work of Chadwick and the establishment of public health were part of these broader political, economic and social movements.
The explanatory frameworks of public health were themselves irrevocably changed by, for example, the argument that improvements in the public's health were related more to social conditions than medicine. Thomas McKeown (1976) in his book The role of medicine demonstrated that the major decrease in infectious diseases, namely tuberculosis, occurred prior to mass immunization programmes, and that the decline in the number of cases was attributable to improved sanitary and dietary conditions. This research built on earlier ideas of social reform movements creating a much broader idea of health that is capable of being shaped by social, environmental, economic and political conditions. This brief overview shows both the enduring problem of poverty that requires consideration by any health discipline related to public health, and the importance of developing theory to underpin public health practice.
Public health: the United Kingdom context
Various historical ideas and contemporary approaches on which public health in the United Kingdom (hereafter UK) is based are introduced here as a background to the broader examination of public health psychology. Public health in the UK also provides a context for the definition of public health particularly because of its current policy and infrastructure developments that aim to address inequalities in health; the major cause of morbidity and mortality at a global level. Not least is the important recognition that during the 1980s to the late 1990's Thatcher/Major era of British politics public health was dismantled and a public ethic was absent from policy making. Therefore, the increased activity in public health in the UK includes the rebuilding of physical infrastructures such as hospitals as well as making economic, social and cultural changes to address the health needs of economically deprived areas. Hence, psychology is increasingly required to address health problems within a public health context i.e. patterns of disease and health related to geographical, SES, gender, age or ethnic distributions. Further to this, the main contention in this article is that the contribution of psychology to public health will be more effective if it is based on an explicit examination of the pedagogical and practice needs of a multidisciplinary and interdisciplinary field conceptualized in the form of public health psychology.
The increased focus and expenditure by the Blair government on rebuilding a public health infrastructure in the UK is clearly evident in the White Paper, Saving lives: Our healthier nation (Department of Health, 1999) . The Government's priority of developing public health attempts to address the impasse in policies, practices and funding between the 1980s to the late 1990s. However, attempts to resurrect public health are meeting hostility within a political climate that is critical about the mixed private/public approach to some health policies of New Labour. Hunter (2001) argues that while no policy for the NHS can solve the immense problems of the effects of poverty, the Department of Health's (UK) increased focus on public health will contribute further to what were previously policies for NHS hospital and changes in health services. The term 'renationalization of public health', used by Fidler (1997) in his work on emerging infectious diseases (EIDs) to describe the need for new infrastructures to manage infectious disease, is useful here in order to highlight the enormity of rebuilding UK public health. Far more wide-reaching than targeting EIDs, the physical infrastructures of public health, hospitals, primary health care, health promotion and immunization programmes, and so forth, are literally being rebuilt resulting in an imperative to improve the health of the British public that is palpable. With the increasingly widening gap between rich and poor such as the life expectancy gap between social class 1 and 5 now being 9.5 years for men and 6.4 years for women (Davey Smith, Shaw, Mitchell, Dorling, & Gordon, 2000) improving the health of those living in poverty (e.g. 4.4 million children in the UK living in poverty) remains the public health priority.
A working definition of public health for the purpose of this article is one from the British government's proposal for a new health strategy for England in a Green Paper, Our healthier nation (1998):
To improve the health of the population as a whole by increasing the length of people's lives and the number of years people spend free from illness; and to improve the health of the worst off in society and narrow the health gap. Fig. 1 are common public health areas. These areas are not isolated from one another, but intersect to create patterns of health and disease that often occur in specific geographical regions and population groups.
Listed in
The most significant challenge for public health research and practice is tackling inequalities in health (Department of Health, 1999; HMSO, 2001; Scottish Executive, 2000) . The major infrastructures for the administration of developing public health include the establishment of Public Health Observatories (PHOs) in England and Wales, the Public Health Institute in Scotland (PHIS) and the creation of new professional programmes and redesign of the role of public health practitioners. UK-based public health policy is claimed to be informed by the notion of distributive justice, more fully theorized in the work of John Rawls (1971) . Distributive justice means, 'how a society or group should allocate its scarce resources or product among individuals with competing needs or claims' (Roemer, 1996 , p. 1, cited in Lavalette & Pratt, 2001 . Health action zones are an example of the way in which the British government has targeted specific economically deprived communities in, for example Newcastle, Manchester and Sheffield. An investment of £274 million was made from 1998 for three years. From 2003 until 2006 an approximate £45 million annual expenditure is allocated to improve access to material and information resources for health. Although, the structural approach to health interventions is gaining some credence in these programmes the policies of New Labour are increasingly criticized.
Social inclusion now has nothing to do with distributional equality, but means lifting those poor over the boundary of a minimum standard-or to be more accurate, inducing those who are sufficiently sound in wind and limb to jump over it-while leaving untouched the overall pattern of inequality, especially the rich. (Levitas, 1998, p. 156) At a global level correlations between poverty and poor health status, including a range of disease areas including cancer, cardiovascular disease, stroke and mental health are consistently demonstrated and represented in international health documents (WHO, 1986 (WHO, , 1997 . Further, gender-related effects on health and their relationship to inequality affect women's health differently from men's. For example, low socio-economic status is demonstrated to affect both women's and men's health, but in women a more important predictor of mortality is inequality in general social advantage of the household (Sacker, Firth, Fitzpatrick, Lynch, & Bartley, 2000) . The specific use of gender analyses in tackling inequalities in health is, therefore, also required otherwise this health burden will not be fully represented in women's health policy nor addressed effectively in the design of health improvements and their implementation.
The changing nature of public health of western countries did not draw on the explanatory frameworks of psychology until the 1970s onwards with the rise in preventable diseases such as coronary heart disease, stroke and forms of cancer and diabetes. These diseases, understood within the expanding field of preventive medicine, required a contribution from psychology to address modifiable risk factors such as behaviours related to diet and exercise. Additionally, the health of older people, environmental factors, the re-emergence of infectious diseases, inequalities in health, chronic diseases and the effects of globalization are identified as key problems in 21st-century public health.
The implications of changes in public health for psychology are threefold. First, there is an increasing expectation of psychology to contribute to the reduction of preventable morbidity and mortality. Especially, this contribution has to focus beyond the behavioural level and use public health perspectives relating patterns of health and disease to geographical, socio-economic, gender, age and ethnic distributions. Second, individual models of human behaviours do not easily translate to public health problems related to patterns of health and disease requiring psychology to rethink its applied work in health and a re-examination of the pedagogical and practice needs of a multiand interdisciplinary field. Third, the behavioural or 'lifestyle' approach is inadequate to address the health needs of a broad range of populations, particularly lower SES groups. Given these points not only is there a need to integrate more fully psychology within a public health context, but a framework is required that clarifies the nature of this integration theoretically, methodologically and practically. 
Public health psychology theory
The multidisciplinary and interdisciplinary nature of public heath raises two important points for public health psychology theory. First, it is not possible to identify a single psychological theory as the foundation of public health psychology. Unlike earlier work that aimed to provide an integrative framework for applying psychology to public health by identifying a single psychological theory, such as Ewart's (1991) social action theory, the application of psychology needs to extend across all levels of population health; individual, social, structural and environmental. A single theory simply cannot establish an integrative approach within a field such as public health that is premised on multiplicity.
Second, neither is it desirable to reduce the integrative framework of public health and psychology to a single theory. Rather, the promotion of existing public health theories are crucial to the establishment of public health psychology because they comprise wellrehearsed difficulties and tensions of what constitutes public health knowledge and practice related to the long-standing debates between policy, epidemiology and medicine. Feminist writers Krieger and Fee (1994) evidence such debate in their examination of the historical and political position of women in relation to their relative power to access health care and participate in their own health. Seminal works such as this are part of the foundational reading of public health psychology.
Furthermore, arguments that are common to both public health and psychology, such as the importance of communitarian or neo-liberal ideas to public health policy or the theoretical tensions between modernism and postmodernism, do not need to be reinvented by psychologists who are new to public health. Rather, through critical reviews and the synthesis of ideas it is possible to develop a matrix of existing theory on which to build current work and identify unanswered questions of significance to public health. Here, I propose four elements of this matrix approach, which are discussed as being important to public health psychology theory and the constitution of an interdisciplinary field.
1. Epistemology-individual versus structural explanations of health.
First, a population rather than an individualbased focus informs public health activity. The notion of intervening for the good of the public is central to the conceptualization of the development of psychology in public health, requiring some degree of philosophical consideration. While, historically, the individualism of mainstream psychology displaced broader philosophical ideas, a revived consideration of the public is an imperative to academic/practice that does not hold a priori that health is essentially an individual phenomenon.
The common criticisms of individual models of behaviour and stages of change clearly argue against an over-reliance on individual constructs such as beliefs and cognitions, and as espoused by Ewart (1991) , notions of 'self-regulation' and 'health habits'. However, at the same time it is precisely what people do and what enhances positive health changes that are substantive areas for public health psychology. The epistemological issue in psychology that is of most relevance to the substantive criticism of individual models of behaviour and their use in public health is that of individual-society dualism, which is not a dissimilar concept to the individual-structural debate in public health. It is precisely this commonality between public health and psychology that requires theoretical development beyond the current separation of individual from social and structural dimensions of health behavioural change.
2. Application of theory-multi-level approach.
The second strand of building a matrix of theories is one that deals with a multi-level approach. In common with von Lengerke's (2001) and Winett, King and Altman's (1989) work on public health psychology, the conceptual framework presented here supports a multi-level approach to public health practice. For example, health improvement requires strategies that encompass individual health knowledge, social relations (including medical relationships and communication), structural interventions such as legislation to ban smoking in public places and environmental factors such as pollution. Public health psychology must consider itself able to contribute to a multi-level analysis of a public health problem by drawing on other subdisciplines in psychology, such as social and community psychology, and other social sciences such as communication studies (see Hepworth & Krug, 1997; Krug & Hepworth, 1999 for the theoretical contribution of discourse theory and communication ethics to public health policy on hepatitis C).
Presented here is an approach that builds a matrix of theories in public health psychology, and, therefore, is different in part to Winett et al.'s (1989) integrated approach to public health and psychology where the disciplines do not become a subdiscipline but instead are based on representations of 'strategic frameworks'. The approach here also places different emphases, specifically on using a breadth of epistemologies, in contrast to recent work by von Lengerke (2001) who emphasizes the quantifiable aspects of health evaluations of a multi-level approach to health behaviour and health promotion.
3. Concepts-contexts of individual health behaviours.
Third, the inconsistency between behavioural intentions and actual behaviours is well documented and criticized in health psychology literature. Recent research in psychology and other social and health sciences increasingly argues that health behaviour has to be understood in the contexts in which it occurs to make meaningful interpretations about why it occurs. Major proponents of arguments about the contextual effects on behaviour include Ewart (1991) , Hardey (1998) and Murphy and Bennett (2001) . These authors similarly propose that the contexts of individual health behaviours are important to explanation. However, at least two different philosophical ideas about the nature of the person underpin the explanations of the contexts of health; on the one hand individual-society dualism and on the other social constructionist theory. Ewart (1991) continues the individual-social dualism discussed earlier by maintaining the separateness of the individual from social and contextual factors. For Ewart (1991) contexts constitute the interdependence between individuals and social groups. Moreover, Ewart's approach does not take into account the effects of gender and socioeconomic status that are themselves constitutive of the contexts in which health behaviours occur. Conversely, the importance of the contexts of health understood from a social constructionist perspective argues that individual behaviours are produced because we are part of social and cultural systems and that these are relational. Contexts in this sense do not 'shape' or influence' health behaviours, rather the shared language of participants in contexts construct particular actions as being meaningful in specific ways. Behaviour is, therefore, constructed by social, cultural, economic and political conditions. This explains why an individual can simultaneously report a behavioural intent that is inconsistent with a behavioural outcome.
What the contextual approach to behaviour does provide is a commonality across the individual-social dichotomy that resists the relegation of researchers and practitioners to taking up either an individualist or structuralist approach to health interventions. In this sense, the contextual nature of health behaviours is an important part of public health psychology as an approach that offers a dynamic explanation of health behaviours that extends beyond health beliefs and stages of change models (see Hepworth, forthcoming) . In the following and final section on public health psychology theory, being critical about health concepts is argued to be important to explanation.
Criticism-being critical about health.
Public health psychologists are able to contribute to population health by being part of a larger movement away from an essentialist individual focus already observed in critical health psychology and community psychology literature. In a recent article on community psychology, Smail (2001) highlights a more radical rejection of concepts such as 'selfesteem' and 'responsibility' denoting 'interior' mental entities and morality. The conceptualization and design of contemporary health interventions need to fully embrace public health practice that eschews individual blame and responsibility as a means to solving problems that are structural, gendered, cultural, social, economic, political and environmental in nature.
Being critical about health typically involves a broader use of forms of critical analyses, reflection on the taken-for-granted assumptions of traditional health research/practice and greater reflexivity about engaging with the politics and social contexts that determine health. During the 1980s models of health psychology and health education and promotion continued without much criticism. The 1990's critical movement across the health social sciences contested the individual model of behavioural change in key health policies and health education and formed a substantial background to current criticism in public health. Part of such criticism was the work of Bunton, Nettleton and Burrows (1995) and Petersen and Lupton (1996) who employed critical analyses, postmodernism and sociological examinations of public health and health promotion.
In health psychology, The First Reconstructing Health Psychology Conference was held in Newfoundland, Canada (Murray, 1999) in which critical and qualitative approaches to health psychology became formalized through the work of academics and practitioners from around the world. Increasingly, the need to take account of political, economic, cultural and social dimensions of health beyond the traditional individual model is transforming health psychology.
Consequently, health psychology has become dichotomized whereby individual psychological models of health, largely examined using quantitative methods, became defined as constituting a 'traditional health psychology' distinguishable from a 'critical health psychology'. Qualitative health psychology aims to consider the relative value of quantitative research in health psychology, and while not dismissing this work, further extend our understanding of the phenomena of health and illness (Murray & Chamberlain, 1999) . Without these historical and critical analyses in mainstream teaching, public health psychology may well remain limited to the awkward application of individual concepts to population-level approaches.
Public health psychology methods
Public health psychology methods cannot be separated from the conceptual framework of public health psychology theory; rather it is a continuation of the epistemological foundation of an interdisciplinary approach. In particular there are two areas of inquiry that are relevant to public health psychology methods: (1) research methods; and (2) interpretation.
Research methods
First, it is not an aim of this article to rehearse already well-known debates regarding quantitative and qualitative methods. Rather, the focus here is on the relationship of this debate to public health psychology methods only.
It is not the case that quantitative and qualitative methods are more or less equally valued, rather their significance lies in the ability of particular methods most effectively to address public health questions. Further, the epistemological frameworks that underpin research methods result in different versions of health programme evaluation. And, elsewhere I have argued that interpretive qualitative methodology even conceptualizes the constitution of a health 'outcome' differently from quantitative methods (see Hepworth, 1997) .
Clearly, epidemiology is crucial to public health and its broader use in evolving fields such as public health psychology. According to Wardle, epidemiology is the cornerstone that typifies public health psychology. In her article published in 2000 she states: 'Health psychology should be able to make major contributions to public health if it supplements its traditional conceptual and empirical strengths with the methodological strengths of epidemiology ' (p. 335) . In direct contrast to Wardle (2000) , what public health psychology requires is a plethora of wide-reaching approaches to health and research methods, including epidemiology.
What is required by public health psychologists is methodological pluralism in order to: (a) work with interdisciplinary ideas and combinations of research approaches; and (b) select the most appropriate research design to address specific health questions and evaluations. Here, it is not the case that the importance of epidemiology and biostatistics to public health is devalued. Rather, it is the emphasis that is placed on one methodological tool over others without justification that is subject to criticism. To echo Fidler's (1997) For these reasons, public health psychologists require some degree of expertise in multimethod designs and an essential collaboration with the social, behavioural sciences, and biomedical sciences to make effective arguments for the need for a qualitative, quantitative or a multi-method approach in a specific research project. Although not the subject of this article, but argued elsewhere (see Hepworth, forthcoming) , the use of multimethod design involves a lot more than simply using a quantitative and a qualitative method together in the same research project. For the most rigorous use of multi-method design the commensurability and compatibility of methods are fundamental elements at the stages of design, analysis and interpretation.
Interpretation
Evidence-based practice The past decade has brought, not least, evidence-based medicine, health-care and practice. The term 'evidencebased', Humphris writes:
. . . implies the use and application of research evidence as a basis upon which to make healthcare decisions, as opposed to decisions not based on evidence. Two underlying assumptions are, first that, there is research evidence and, second, that it is possible to make a judgement about its quality and usefulness. (1999, p. 13) Unlike psychology to date, public health is closely engaged with evidence-based decision making. The focus, again, on epistemological implications asks what are the relative contributions of the theoretical, philosophically based arguments, involvement of human experiences and 'lay' involvement contrasted with the socalled 'hard' science of 'gold standard' evidence from randomized controlled trials. As the basis for clinical decision-making, population and community health interventions, evidence-based practice is a crucial area for contemporary public health psychology. Public health psychologists need to be able to understand and incorporate qualitative systematic reviews (see Dixon-Woods & Fitzpatrick, 2001 ) as well as the more common quantitative systematic review evidence and its application to evidence-based practice.
Research and evidence-based practice An important feature of the relationship between research and evidence-based practice is that the nature of research itself is changing. Greater emphasis is now placed on building team projects and a critical mass of expertise within countries (i.e. NH&MRC capacity-building grants in population health research and Research Capacity Strengthening [RCS] in lowincome countries Global Forum for Health Research, 2001-2). The nature of international research also includes the capacity-building focus that emphasizes collaboration. Yet the main focus has shifted away from research funding in relation to key areas towards prioritizing these areas within a much broader structuring approach evidenced by the European Union development of the Framework Programme 6. This broader approach encourages the establishment of consortiums that represent a critical mass of expertise in priority areas. A consortium may be funded up to tens of millions of euros and can issue calls for proposals.
The nature of the relationship between research and evidence-based practice, specifically public health policy, was taken up recently at a public health conference 'Evidence, Policy, Practice' Edinburgh (2002) . Interestingly, the commonality of this emerging issue in public health is so pronounced that the first two keynote speakers argued similar positions regarding the role of research in evidence-based practice; 'The role of research evidence in public health policy' (Nutbeam, 2002) and 'Evidence-based policy: Proceed with care' (Black, 2002) . Both speakers make the point that the relationship is not straightforward. For example, Nutbeam (2002) argues that a holistic rather than a scientific definition of evidence is preferable with multiple forms of information based on expert knowledge, consumer consultation, human experience and assessment of previous policy. Both Black (2002) and Nutbeam (2002) argue for an increase in the critical analysis of what constitutes evidence, an acknowledgement of the limited value of single studies and a greater focus on research that addresses the complexities of health and that it is intervention focused.
Public health psychology education and practice
Professional education and practice currently requires further development in four main areas: (1) curriculum design and delivery; (2) workforce development; (3) multidisciplinary practice; and (4) advocacy. The first area of curriculum design and delivery is ongoing. From the mid-1990s in Australia my experience of designing curricula in public health psychology in higher education included teaching programmes at Honours, Masters and Doctoral levels. This work demonstrated that the shared language of public health and psychology is of clear interest to general psychology students, medical students, as well as those specializing in clinical and/or health psychology.
To some extent, the academics in particular Psychology Departments will shape public health psychology and whose research reflects the distinction between 'traditional' and 'critical' psychology. Though, the incorporation of critical perspectives are vital to any rigorous teaching programme in order to engage, simultaneously, with the development of interdisciplinary and critical appraisal of individual explanations of psychology. To this end, a largely critical-based module in Public Health Psychology that I designed in 2000 recently achieved validation and full accreditation through the broader process of the British Psychological Society's accreditation of a new MSc in Health Psychology delivered in Scotland. The module comprises the following parts: problem-based learning; theories and frameworks; research methods and types of reviews; and multidisciplinary practice. A more widely implemented curriculum in public health psychology is vital to support the increasing international relevance of health psychology to public health.
The second area of workforce development is, of course, intrinsically linked to curriculum design and the delivery of graduate education at Masters and Doctoral levels. The Scottish Executive has instituted a comprehensive reexamination of postgraduate programmes in public health offered by single institutions preferring delivery by a collective of universities. The involvement of British health psychologists in these programmes as well as in England is currently marginal for two main reasons. First, while available placements exist in primary care and public health settings for Stage two training in health psychology, there is an insufficient number of NHS-funded health psychology places. Second, the British Psychological Society's current consultations with the UK Department of Health regarding the changing role of health psychology in health service delivery are at this stage incomplete.
Returning to the third of four areas that require development. The third area, the use and integration of multiple forms of disciplinary knowledge and with multi-professional groups creates the need for skills in developing the shared rather than the 'private' language of each health discipline, inter-group and power relationships. The multidisciplinary and interdisciplinary background of public health, while not assuming that this is unproblematic, is far more advanced than the historical practice of psychology as a mono-discipline. Far from being simple, this shared language may not develop beyond a superficial level due to the many pitfalls of collaborative work. Lenihan and Iliffe, writing about community-orientated primary care (COPC), provide an illustrative example of this tension:
Linking the COPC practice with other local health care providers is a recurrent problem, as are the long-term sustainability of established COPC organizations and their vulnerability to socio-economic changes. Many of the barriers to COPC outlined above have multidisciplinary and hierarchical relevance such as COPC skills, community involvement and the significance of having one committed general practitioner (committed to or taking control of the process?) [authors' own words and brackets] in developing a COPC program. (2001, p. 15) What may begin as an exciting idea for collaboration with, for example, a clinical team of medical specialists, community representatives and psychologists can have pitfalls precisely because clear communication and responsibilities are not planned early enough in the process. Yet, it is precisely multidisciplinary and interdisciplinary approaches that enable complex research and project planning in public health. Further articulation of the communication and collaborative work within public health generally is required (Hepworth, 1996) , including the pitfalls and details about why projects do and do not work, rather than these details being surgically removed from research publications. Here, psychology in the UK can learn much from the extensive collaborative research and health programmes in e.g. Canada, Australian and New Zealand public health which have pioneered partnerships with related health science disciplines, health care fields and especially non-government organizations.
Fourth, not least, working in public health involves a commitment to improving the health of the public and is a long-term process of contributing to wider positive change. Further, commitment to public health work extends beyond the implementation of research and practice to an advocacy role. As we develop local and national partnerships, it is important to consider the international dimension of this work in ways that will also facilitate health improvements at a global level. As David Fidler (1997) writes, the globalization of public health, means that the processes of globalization have undermined the ability of the sovereign state to protect the public from infectious diseases, and, to some extent, non-communicable diseases. Take any of the numerous heart-wrenching problems of public health concern, such as the epidemic of child prostitution that causes explicit physical and psychological harm. Statistics are extremely difficult to find on this subject, but it is estimated that the child prostitution business involves at least 1 million children in Asia and 1.5 to 2 million children in India (Robinson, 1997) ; a problem of immense significance to public health and humankind. Some of the leaders in research and intervention programmes in this field are not academic research institutes but the World Tourism Organization and Schools of Law. The articulation of the complexities of gender, political, cultural, economic and personal trauma of the children themselves requires cogent argument to increase the possibility for these children to experience basic human rights to safety, personal dignity and education. In other words, while the approaches and methods we use to study health will no doubt continue to fuel debate about their relative importance, public health practitioners share common goals that also engage much more with global health issues. The recognition of common histories between public health and psychology will provide substantial literature on methodological and theoretical debates and the basis of a conceptual framework. Public health psychologists, from whatever school of methodological thought they derive, need to be passionate and committed to the most crucial aspects of public health. The recognition of making a priority that which addresses the injustice forced onto vulnerable groups due to the effects of inequalities, ranging from those resulting from geographical location through to the explicit exploitation of children as sex workers, is one such imperative.
Obstacles and solutions
When we look back to over a decade ago several publications on health psychology and public health psychology identified barriers and needs in health psychology. In Jansen and Weinman's (1991) volume on the international development of health psychology, the barriers that they identified included, for example, the integration of health psychology within medical education programmes and academic resources (Christensen & Levinson, 1991) . Regarding needs Weinman (1991) argued that given societal and political changes there was a need for effective lobbying of government organizations for structural and community-level improvements for health, as well as the need for international standards for educational and professional qualifications in health psychology (Jansen, Methorst, & Kerkhof, 1991) . These views represented health psychology in the United States, the UK and the Netherlands.
These barriers and needs are similar to the obstacles and solutions that the health social sciences currently face. At a political level there are also striking similarities between a decade ago and now in terms of calls for action on health. Furthermore, there are few differences between NHS policy from its inception in the 1940s, e.g. development of an effective public health care system, and the alleviation of poverty-related disease and illness, and current policy. So too, the National Better Health Programme (1989) (1990) (1991) (1992) in Australia called for 'equity in the distribution of health and health care resources, development of effective health promotion and illness prevention programs, and recognition of the need for an integrated, accessible and appropriate primary health care system'. It is disconcerting to note the lack of developments in both the nature of the calls for action to create the conditions for health and the educational and the practice contributions from health psychology.
To this end we might well ask: What have we been doing? Where are we now? And, where are we going? In summary, three phases typify the developments in health and the relative contribution of health psychology over the past decade. Between the late 1980s to the mid-1990s arguments in public health and the health social sciences represented a period in which several important issues were consolidated. However, changing political agendas and a lack of longterm investment in health structures created repetition and few possibilities for noticeable change. The period between the late 1990s to the present constitutes a period of transition whereby structures and practice aim to: (1) identify commonalities across disciplines, such as we observe in the increasing importance of the social explanation of health; (2) establish a greater common focus on global health problems; and (3) build a research evidence-base in industrialized and industrializing countries. For these developments to be taken further forward a cumulative phase is required to make successive additions to the increasing contributions to health.
Conclusion
Public health psychology emerged from behavioural medicine, public health, health psychology and health promotion and means working differently as psychologists with theory, methods and in practice settings. The defining elements of public health psychology include a focus on public rather than individual health, inequalities in health, multi-method design and multidisciplinary and interdisciplinary practice. Thus, public health psychology is different from both 'traditional' and 'critical' health psychology.
I have drawn on Fidler's (1997) concepts of the renationalization and globalization of public health to discuss the developing public health infrastructure in the UK. Far from being simply the insertion of epidemiology into health psychology, working in public health requires psychologists to draw from extensive public health literature and practice to expand its contribution to health at local, community and population levels. Engaging with important debates such as evidence-based practice, the refinement of research questions and their relationship to the selection of methods, and greater use of multi-method design are key areas for evolving research. We also need to be critical and reflexive in developing public health psychology. The diversification of psychology in its application to health science also means that Matarazzo's (1980) all-encompassing definition of health psychology is being dismantled.
A number of the elements outlined in this article for the development of the interdisciplinary nature of a revitalized public health psychology are also relevant and common to the health sciences more generally. What is particular to psychology, however, in the determination of these elements is reclaiming parts of health psychology from hitherto narrow applications of models of mental entities in health and an expansion of concepts and practice that aim to meet current calls for explanations of the complexities of health.
Finally, whether through education, research or an increasing advocacy role, the purpose of public health psychology needs to be firmly situated within the broader question of how to increase and improve the contribution made by psychology to health problems. And, it is especially those health problems that are increasingly related to global issues that require health psychologists to re-examine their role within a broader contribution to health and, indeed, humanity. This article has distilled many of the aspects of health developments, health psychology and related health sciences to three phases of development whereby health improvements are inherently linked with capacity-building research, multidisciplinary and interdisciplinary approaches to interventions and a more critical use of the concept of distributive justice.
